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TION &)
MTs ' PROVIDER'S PLAN OF CQRREC COMPLETION
5 — % EACH GORRECTIVE ACTION s;g)&;.gRafTE e
o ¥ UMMARY STATEME CROSS-REFERENCED 70 THE A
LA | | ceaprperaEnC (L DEFICIENCY) :
ARE TORY OR LJG il

¢

ey

. — T
W 000}\ INITIAL COMMEN;'I St

i & November 2, 2007
as conducted on January
rorfective actions idantified In

i IS
The fifidings of thily sui
yations at th@ g
dgement and!s

ey were based on

jup home, interviews with
Jdential etaff, and review of
dmd administrative to include

¢lify's unusual incident

W 124}

16 M 4 St e L

#4b0(a)(2) PROTECTION OF GLIENTS (W 124}

: snisyfe the rights of all clients.
dfore the facllity must inform each client,
(if the clierlt isjg minor), or legal guardian,
W client's me? cal [condition, developmenta)
ibehavioral statu, attendant fisks of

ent, and of theinight to refuse treatment.

STANDARD is Hot met ae evidenced by!

db on observitiom interview and record

/ failed to ensure the right of
liant or their ieglal guardian to be informed
éondition, developmental
attendant risks of

and te

j havioral statud

t a\{ ent, and thi riﬁ it to refuse treatment for
Wo f three clients in the sampie. (Clients #1 and
#7)
i
The/|findings inciide::
1| Ripview of the@ tig #1's current physician
ofdefe on Janua . 10 2008 revealed that the

lpwing medicatlons: Buspar

LABORATORY DFRETOR'S OR PROZ\TDE{ : %Aru;ﬁ? ] TITLE " (X6) DATE
| | o 7, /MZZ” NN //zf/@_
Any deficlency Statement ending with arny

psterisk (7) donotes a deﬁdencﬂwhich the institution may be excused from corracting providing 1 is determined that
other safaguarnte prfvide sufficient proted

ddtion to the patients, (Ses nstruclions.) Bxcapt for nursing homies, the findings stated above are discivsable 20 days
following the da urvey whether jor not a plan of comaction iz provided. For nursing homes, the above findinga and plans of corection ame disclosable 14
days follewing the d#ta these documentkiara made swwgilgblae to tha faellity. If deficiencies are el

program participetiof. :

ted, an approved plan of cortaction is roquisite ta continued
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1 1 R
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NAME OF F‘ROViDEﬁf DR SUPPWER | || STREET ADDRESS, CITY, STATE, ZIP CODE
1 ; 927 65TH STREET, NE
MTS | i WASHINGTON, DC 20019
i i ,
: TA] } EFIGIENCIES 0 FROVIDER'S PLAN OF CORREGTION (X6}
St || (8 H ‘Sgﬁﬁﬁgrﬁ. ’ Bl? PRECERED RY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
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1 Rk DEFICIENCY)
)|
W 124} | Contifisd From page| W 124)
10|mg|{BID, Benadryl §0: mg, Haldon 15 mg BID
Rivia 50 BID for Behavior management
Intervibw with the Quaiified Mental Retardation
ional (QMRP) pin January 10, 2007 at
mately 9:30 |AM|revealed that the cllent did

jan. Further interview with
v q thidt Glient #1's sister signed
dBte for her medighl procedures, however,
ired on 10/18/F. Review of the QMRP's
4y notes dated Qecember 26, 2007
Ld that another $lster was scheduled to visit
br 28, 2007 and the QMRP
1[Epeak to her 1 rding guardianship.
iaf of the visitor'sjiog, the sister visited the
ilityjon January 3, : 907. The cllent’s Individual
ot Plan 1s schead , d for January 11, 2007
ht Interdisciplinagy. Team will inform the

hotropic medi ations). The review of Client

gassment dated December

O indicated thatfhe client is not able to

; pisions covering her

idefptial or placemeht, treatment plan or

hl affairs. Therd was no documented

ce that the facillyy informed Client #1 or a

authonzed repileentative, as appropriate,

| heaith benefits §nd risks of treatment
:ted with thel uggiof her psychotropic

ich dgponding BSP.

itignally, the fagility failed to provids evidence
bstltute'd conserit had been obtained from

#ly recognized individual or entity,

eylew of Cllent #2's current physician orders
ifuary 10, 2008 Advealed thay the cllent

ved the followlpgipsychotraple medications:
@ i' 300 mg BID, nafranil 75 mg Q PV,
Lithiufih Citrate 450|mgiiand Risperdal 4 mg BID.
fpw with the riure

-
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s BLAN OF CORNEETION | | IDENTIFICATION NUMBER: COMPL
i L ! A, BUILDING R
u | il QRGOSB B, WING 01/10/2005
NAME OF PROVIDERIOR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
T 827 E5TH STREET, NE
MTS | WASHINGTON, DC 20019
11k SUMMARY STAl".l. UENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5
FK;‘I‘:E)Fl::))( o (ﬁ‘ CH DEFICIENCY MIJST BE PRECEDED BY FULL. PREFIX (EACH CORRECTIVE ACTION 8HOULD BE caﬂgkfé"ON
TAG | RESSULATORY OR L€ BDENTIFYING INFORMATIDN) TAG CROSS'REFEREBEE;%;{;% g%E APFROPRIATE
o i

(W 124}

{W 159}

This STRNDARD s
Based c' observatio
revigw, #he facility's ¢

di¢ations wete prascribed for
| Review df the client's
vadied that medications were
dated 12/1/086, to address
ith aggression,
praperty destruction,
i pecple, sereaming,
ithg, and hyperactivity.

RP on Januﬁry 10, 2008 at
W revealed that Client #2 did
an. Further intarview with
‘-,. Client #2!s sister was
Misents for rer medical
e was not the legal
Hf Client #2s Psychological
bember 1, 2006 Indicated
3 ndependent
esidential or placement,
a3l affairs. There was no
e ftiat the facility informed
sthorized representative,
sulth benefits and risks of
h the use of her
I} and corresponding
frcility failed to provide
¢t consent had been
recognizediindividual or

E————
(W 124} Wi

W 159}

i ent progtam must be
[#nd monitared by a

i L
FORM CMS—QEB”{(DE-#B) I%uavious Veralons G

{liont #17s dister did aitend ber 15P meeting t:nl -1
08, Al that tlime. she ageeed to become the lepadl y
puardian for ctient #1 and was given the approprialy "
rs to somplete. The OMRPE ud cast mRuNRST Wi .
?;{:;w upy with e gigtey of elivnt #) uniil her stuts oS
legpt guardian s finatized. 2—2]{-{)!{. —
‘The OMRP will updutc the stuus of follow reutinely
in her monthly noles, | 2+ H-U8.
m«ﬂ'climt A2 has niso Decn Tocated and
contacsed and has agrecd 1o beeome ber fegal
guardian. Assisted by the cuse managcr, the QMRI'
will faltow up with {he sistcr providing hcf_ with the
Paperwork necsary 1o begin the process, The QMRP
witl fetiow up uitil the sister has boen legally
catahlished us the guirdion. . 2-28-08.
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. N A. BUILDING ) R
: [
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NAME OF PROVIDHR OR SUPPLIER -+ STREET ADDRESS, GITY, STATE, ZIF CODE
' o 927 85TH STREET, NE
MTS ' P . WASHINGTON, DC 20019
] SUMMARY B+AT ENT QF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
F('ﬁgF[B( | (facn DEFICIENCY MEIST BE PRECEDED BY FULL PREFIX {EACH CORRBCTIVE ACTION SHOULD BE CDMPL_F;’IDN
TAG R LSG! TAG CROBS-REFERENGED TO THE APPROPRIATE DA
DEFICIENCY)
{w 159} {W 159}

dings incluéje: [

s facility's dMR falled to ensure that staff
strated cornpatency in implementation of
ior Support {Pla}iﬁ (BSP). [See W183]

he facility's QMR; failed to ensure that each

training prograrm designed to Implement
Wectives in the individual program plan (IPP)
eficertain that theitlata collection system was
rela]ted to the butcome of the objective.
W237

lented consisteMtly and accurately. [Ses

g QMRP failed '(!]'J coordinate with the

ECipli ant{IDT) to explore whether
p.a6 a candidaté for dentures or a bridyge o
3s her missing fignt teeth as evidenced

g on January 10, 2007
; isging her front teeth.

fw with the Licetised Practical Nurse on
y 10, 2008 at agproximately 10:00 AM
ilinsure whethar or not
wesed for dentfures or a
lfor her missing flont teeth, Interview with
lity's LPN on thig|same day at

imately 1:30 PM revealed that Client #2
syer been assesied for dentures or a
gei Review of the flan of Correction dated

a
-
o
}
~-r
o
=
o
R

; o
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FORM APPROVED
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CENTERSFCR MEDICARE 8MEDICAID SERVICES —— (X3) DATE SURVEY
STATEMENT OF DEHICIENCIES | :| 0CH)i PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUE COMPLETED
AND FLAN OF GORKECTION ' .| 'ENTIFICATION NUMBER: A. BUILDING R

.: i
; N
5 09G098 . WinG 01/10/2008
: | E
ViDEf OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COD
NAME OF PROYIBER OR 037 S5TH STREET, NE
ﬂ“ TS = X WASHINGTON, DC 20019
X — LS v ORRECTION (%E)
; : DEFICIENCIES ID PR O R G LA e N SHOULD §E COMPLETION
gy | I SLMMARY STATEMENT OF " PREFIX (EACH CORRECTIVE ACTIO PLET
: CH DEFICIENGY MISY BE PRECEDED BY FU 4 CED TO THE APPROPRIATE
PREFIX | REBULATORY OR/ESGIDENTIFYING INFORMATION) TAG CROSS REFERESEFlClENCY)
4 159} | Gontiffuad From RRga W 159) » has cmtactet T liconsel
ecainber S 200?! reﬂ aled that the QMRP would L he QMRl_ I\S';:‘;:!t:nlc truining o0 the
Jordinate with thl LEN to scheduled an sychologlst 10 el o e e
afpdifitment with _{heenti&t to assess the need “n;;?:n::pswi ded initial waining 1o siatl
fci dehtures or 3 b|hd go. At the time of the 2“ d the Yicensed psychologist will Tollow up
survey, the QMRF}ifa ed 1o coordinate the dental with Gyrther truiug by... 2708
appaihtraent, : 2 The QMRE will pomplete the process l:” ‘
5-' T: QMRP fai J d # ensure that informed © miodifying the cited mewnruble ohjeclives
- ed b ,1-26-0R.
cq‘ns t ware obtdined from family/legal _ 3 .‘E:mcl as whovee (#2). ‘
gizrdans for psy?ltho ppic medications, sedation, 4 The dental appeintment for clicnt #2 hag
and ttge implemantatidih of Behavior Support " been soheduled for. . 2a6m08.
ngiprior to thelt !Irn}ﬁ, ementation. [See W124 5. See responses for W124.
; d V¥263] i
{W 189} | 483.480(e)(1) STAFFTRAINING PROGRAM {W 189}
e f ility must dk{pv e each amployee with
inftial:gnd continuihg, Eaining that enables the
emplgyee to perfafmiljis or her duties effectively
efficieltly, and corfipeently.
Thks ANDARD i'i:s 't met as evidenced by:
Bagetjion observationjiInterview and record
reviewd the facility failed to ensure that each
emplojee was proVidey with initial and continuing
training that enablad the employes to perform his
or her futies effeclively, efficiently, and
compidtently. S
Th'%) firfings includié:
1. Thib facility failed tq\ znsure that newly hired
staff dgmonstrated/competency In the
implementation of Gliefit #1 Behavlor Support
Plah (HSP). [See W183)
2. Thefifacilty failed:to/Bnsure that each written
traifindg program o sighed to implement the
oblgctiwes in the in lividgal program plan (IPP)
FORM CM5-2537(02-199);#BWQUE Vamronsi‘tibbségle Evert ID; 74C212 Faciity 10: 08GOz If continuation Bneet Page 5 of 12
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FORM APPROVED

apprax{ately 5:25 PMijevealed Client #1 hitfing
ane: hol semate on ;he;,-‘ ght shouider three timea
and; attermpting to hit adether housemata, Further

. DEPARTMEN AR
_ CENTERS KOH MEDICARE & MEDICAID SERVICES OME NO. 0938-0391
] o Noxa '
TEN | pEFIEIE .| enh| PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ) e
JS\TD F&%N;r!? ng &TE)?JES v (x‘:f) IDENTIFICATION NUMBER; A BUILDING COMPLETED
’ 4 | 09G038 8. WING 01/10/2008
NAME OF PROVIDERIOR SUPPLIER| | | STREET ADDRESS, CITY, STATE. ZIP CODE
s E L 927 55TH STREET, NE
1T wod WASHINGTON, DC 20019
%) 1D | SumARY STATEMENT OF DEFICIENCIES In PRGOS PN O o uLD o2
WROEX | | (2RCH DEFICIENGY MGST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE b
i TAG | REfRULATORY OR L5C IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE OATE
| | JT vec DEFICIENCY)
po» i . Wiko
189} | Contiued From page:s {w 188} ‘ : hologis!
spaciffied the type 4f diita necessary to 8ssess 1. As meptioncd in Wi 59, the ““‘;f"d m;: )l?'y:!th
5 progrdss toward tHe déisired objective. [See hus bwen contrcted sa ¥s W schdulo trs b This
WE37! . 5P and behaviosni dsta colloction systerus. TR
- M H H -_ ! S TS ; - 'm
. Lo Iraining will tmur\')_--vz 7t oy itk Sk ot
3. I Thé facility failed tdiensure that staff had T OMRP will rnidé new St 08 i g
recelvid emactive fraining on documenting Client dueing, their inhome o o her foutine quartesty
#1's ifgeted behaviord on the Antecedent follow:up vis psyeisloRy EuAE
, S : T LI oY )
ghagz i or[gggsv%%uﬁgr}n cd (ABC) Data Collection 2, See reppones far \;%‘;;
3 : See respones Tor W2
{W 103} | 483 430(e)(3) STAFF TRAINING PROGRAM {W 193} b Ree s
Staff rflust be able'to demonstrate the skills and
technifues necessdry o administer interventions
to mafagde the inapprapriate behavior of clients,
This STANDARD is nit met as evidenced by:
Basedlon observationg] staff interviews and the
reviewyof records, the facility falled to ensure that
hewly flired staff demonstrated competency in the
imple fentation of Cliasit #1 Behavior Support
Plan (HSP). Lo
The firgting includes:
Review of the Planiof Cprrection dated December
5, 2009 and review!of §te training records on
January 10, 2008 revealad that the facliity's
Qualifigd Mental Retargation Professional falled
to r.irove training by the Psychologist as
indicartgd. o b
Obsergtions condiictsd on 10/30/07 at

FORM CMS-2567(02-b8) ﬁ#vinus Varsions Dbaéidw
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¥} PRO
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: 927 55TH STREET, NK
- i WASHI
FREFIX | | (EhG MMARY STATEMENT OF DEFICIENCIES m AZTON. be zoma
I A M
el ! RMATION) TAG CROSS—REFEREEI%I’E'%I'ES THE APPROLIERIBEFE co‘ﬂ‘rcg N
4 G
{W 193}| Catinlied From page! wom| VT —_—
n her and the er hOUSémate Interview RCC rEEpONSCs for W15Y above (). )
direct care staff at approximately 5:36 in addition, the QMR wilt maonitor spproprivte
ealed that she hiad not been frained on the implemeniation of BSY strutepics during her ruting -
Behavior Suppaort Plans (BSP). Further abservations as will the Ficenued psychologist during
with the steffiévealed that she had only her periodi visits. Both will provids un the spet
been working at the fatllity six (8) days. Review rsining if noodod based on what (hey
SP dated 10/3/06, revealed that the client abserve... 241408
eled behaviors that included hitting or
#mpls to hit withiintant to harm. Further review
Baled that whenithe) plient shows stereotyped
beltavigrs, staff shauldlimplement the following
steps: I
: |
a. Actiyely engaged eantinuously
b. Redjrect early td an[aetivity of a task sha ikes
ot just tell her stap
! h her to use harl hands by giving
ing to hold, fold| place, drop, squesza
frect her with: sér$ory materials
intabvie ed Mental Retardation
Profess #1111/2/07 at 10:00 AM
inewly hired staff had not
dlienis BSP, There was
ginonstrated competency
inir jent #1's BSP,
431 PUAL PROGRAM PLAN | {W 237}
Eaf gram deslgned to '
img i T in the ndividual
h plan must e the type of data and
rcy of data collegfion necessary 1o be able
%5 progress (to i the desired chjectives.
TANDARD is nglimet as evidencad by:
‘BN record review the facility failed to
hat each writtal| training program

Evant ID:TJG212
R
il
!

Mevious Vetdionsg QDB#’T{E
i
i
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STATEMENT OF Des'hlewcles (4 [PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION ((3) DATE SIL_J%\GEY
AND FLAN OF GIPRRECTION 11l IDENTIFICATION NUMBER: COMPL
! if A BUILDING o
| ] [ 02098 > WING 01/10/2008
NAMIE OF PROMIDER OR SUPPLIER - | STREET ADDRESS, CITY, STATE, ZIP CODE
|J,n ' il 927 S5TH STREET, NE
pys i WASHINGTON, DC 20019
‘ SUMMARY STAT NT OF DEFICIENCIES D PROVIDERS PLAN OF CORREGTION (X5)
F(’;él’gbl& CH DEFICIENGY [T BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE CDM;;_EIDN
. TAG ULATORY OR LSCHPENTIFYING INFORMATION] TAG GROSS-REFERENCED TO THE APPROPRIATE
. i DEFICIENGY) )
{W 237} ued From pag | [W 237}
ed to implernei khe objectives in the
idual program pldA| (IPP) specified the type of
CESEaTY 10 aseEs progress toward the
f objective for @b of three clients in the
e (Client#1)

rrection dated Decernber

idfal (QMRP) failed to make
pict clear, measurable
{|data collection systems.

e e deodenir

Ingividual Programs F'Iah

on 11/2/07 &,
v revealed the following

Ipr ';'
jod

T table with a peer on 7/7
sBssid
b' Thi #ids herself at the
approg i {ysical assistance down to ‘
verbafl | frials.
Ait co sheets, staffs' documented
2+ leted the task and {-) if the
cl =N e tasks or refused. The
d at what level of

mpasi regs| Interview with the

e idation Professional
Wigpproximately 1155 PM
current data collection

FORM CMa-2887{ aéﬂPreviaus Versiols Ol?'.i:ﬁate Event iD:YJC212 Faclity 10: 09G098 If continyation sheet Page 8 of 12
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'CENTE FOR MEDICARE EDICAID SERVICES QOMB NO, 0838-0381
SWATEMENT d_ DEMICIENCIES d PROVIDER/BUPPLIER/GLIA (*2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND LAN DF HORRECTION || IDENTIFIGATION NUMBER: CDOMPLETED
i :n A BUILDING
i I B. WING '
{ A4 g3Go9s 01/10/2008
MAME OF PREVIDER OR SUPPLIER. | STREET ADDRESS, CITY. STATE. ZIF CODE
]M Ts g 927 55TH STREET. NE
i : WASBHINGTON, DC 20019
| oxay 1o SUMMARY ETATEMENT OF DEFIGIENGIES D FROVIDER'S PLAN OF CORRECTION (xs)
| PREFIX (HACH DEFICIENCY T BE PRECEDED BY FLILL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
| TAG REBULATORY ORILS IHENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
| L ; l" '[ W DEFICIENCY)
{W 237} g bnti r o't {W 237} | The QMKP will complers the rocess GW
; § " the cited neasurably objectives by... .., 1-26-08.
. ncé'lsd not Prasvsld i ?accurate measurement The residentind direvtor will review the modifications
progrest L to mayne they eatahlish clearly menzurable patimeters
' DOCUMENTATION {W 232} | congistent with the skill being treined . 1-28-08.
Wilishment of the criteria
Ylduaf program plan
‘,lhmented in measurable

‘-_F Individusal

W of the Plan

etardation
irate with the

it Plan and da

dion observation E aff interview, and record.
vi the facility failg

. Boo indicated that

reive training;

ompmg, ang

e met as evidenced by:

fo ensure that each
M Plan (IPP) objectives
stently and accurately for .

irrection dated December
facility's Qualified
sional (QMRP) will
otogist to ensure that

lleoﬂcm Further reviaw
iVanuary 10, 2008 at
evealed no evidencea that
Miduled an inservice

ther housamate. Further
e client banging her
swinging. Review of

FORM CMS-2567(034h9) Pevious Versions
i

i
i
!
!
|
|
1
i
|
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(%2) MULTIPLE CONSTRUCTION
A. BUILDING
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(X3) DATE SURVEY
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NAME OF PRO)

MTS

ID#F OR SUPPLIER] ; l\ !

'
(
M

STREET ADDRESS, GITY, STATE, 21F CODE
827 55TH STREET, NE
WASHINGTON, DC 200195

{Xd) It
PREFIX
TAG

REHBULATORY OR|LSCH

T suMMARY STAT
(HhCH DEFICIENGY

WENT OF OEFICIENCIES
T BE PRECEDED BY FULL
ENTIEYING INFORMATION)

i

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPRDPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

{W 252}

S

i lued From pagq
' if port Plan (BSP) dated
b Lo record target behaviors
Havior Consequence (ARC)

Approximately 8:24 AM the
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